Treatment.-Two intramuscular injections, each of 20 c.c., of streptococcus antitoxin were given, with an interval of three weeks between them. Each injection was followed by a severe general reaction with high fever, lassitude, increased joint discomfort, and a morbilliform rash. The whole reaction lasted up to four days, and was followed by a maintained normal temperature and a remarkable general improvement. A month after the second injection a similar injection was given, but using normal horse serum instead of antitoxin. This, too, was followed by a severe reaction, which was again succeeded by a marked general improvement. Since then the pain has rapidly diminished, the joint swellings are subsiding slowly, and there is no pyrexia. The patient is able to knit, and can walk with the aid of crutches. Improved appetite and gain in weight have been noted since treatment. The enlargement of the spleen and liver has been unaffected, but the lymph glands appear to be smaller. This is tindoubtedly a typical case of Still's disease, in which improvement has resulted from treatment by " protein shock." Still, in his original description of this condition, mentions that improvement might follow accidental complications such as measles, scarlet fover, and catarrhal jaundice. Thursfield reported a case in which apparently permanent improvement followed intravenous protein (T.A.B.) therapy. Rossdale at a meeting of this Section1 demonstrated a case in which there was gradual complete recovery after an attack of nasal diphtheria. The improvement in this case may reasonably be ascribed to the reaction produced by diphtheria antitoxin used to treat the nasal condition.
Pulmonary Chest.-Definite physical signs in both lungs. Impairment, poor movement, V. R. and V. F. + +; dry, crackling, scattered crepitations throughout both lungs, especially marked in left.
Heart was drawn over to left side. Findings typical of pulmonary tuberculosis with basal fibrosis, but in view of repeated negative results and of the nature of patient's occupation, the sputum was carefully examined for me by Dr. Schuster at the Royal Chest Hospital, June 20, 1930, when "asbestos bodies " were fouiid; these have been found in further specimens.
Skiagram of chest shows an infiltration of both lungs which appears to be characteristic of this condition.
Radiologist It has not been recognized until comparatively recently that a pneumoconiosis may result from the inhalation of asbestos dust, and asbestos factories have taken little precaution against it.
W. E. Cooke has estimated that there is a high percentage of silica (40%) in asbestos, and Kettle, describing "the relation of dust to infection," states that the degree of harmfulness depends upon the amount of free silica, although he considers that the silica is present in asbestos as a complex " silicate," which is apparently rather less harmful than free silica.
Symptoms and signs.-In my cases the onset of symptoms has usually been about five years after exposure to the dust, beginning with a cough, with little expectoration, and accompanied by dyspnoa, both of which become progressively worse. There is always some wasting, sometimes quite marked, and the physical signs are usually those of a basal fibrosis to begin with, followed by extension of the infiltration upwards, but affecting mainly, as in Dr. B. Wood's cases, the lower and middle zones. The heart and mediastinum are drawn over to that side where the Pulmonary asbestosis. Skiaaram showing characteristic fine diffase fibrosis. degree of fibrosis is most marked. The adventitious sounds are of a dry, crackling nature, and are probably due, to a great extent, to friction from the accompanying basal pleurisy.
Radiological appearances show a progressive, fine, diffuse fibrosis tending to affect the lower and middle zones. Dr. Melville has described the infiltration in this case as a "fine punctate mottling," and this fine quality of the shadows appears to be characteristic of the other cases described. A basal pleurisy is common to most cases, and, as Dr. Wood has stated, obliteration of the costo-phrenic angle is also common.
In the case now shown there is a suspicion of an annular shadow in the left infraclavicular region, suggestive of a cavity. The asbestos fibres have strong, penetrating qualities, and commonly penetrate the skin of workers, producing asbestos " corns." Gloyne has shown that asbestos fibres can be removed from the corns with a fine needle. The characteristic golden yellow asbestos bodies may be found in the skin, sputum and lung. The prognosis, when the disease is established, is, on the whole, bad. Tuberculosis is not usually a terminal condition as it is in silicosis. Many patients die from an ensuing bronchopneumonia, and post-mortem examination has shown no evidence of tubercle. When there is persistent absence of tubercle bacilli and a history of prolonged exposure to the dust, with signs and symptoms already outlined, a diagnosis of pulmonary asbestosis can be made. Ltnqs.-Respiratory movements much restricted. Physical signs in chest are those of chronic bronichitis with basal fibrosis. Report on X-ray examination of chest (Dr. Mather Cordiner): "Appearances are those of chronic bronchitis with marked fibrosis. There is scattered mottling and blurred smearing about the lung field generally.
Pulmonary Mycosis (Moniliasis
Dr. Schuster has kindly made a complete examination of the sputum and has reported:-"The sputum is a more or less homogenous, greenish muco-purulent specimen. Each one examined colntains numerous bodies of a fungus nature. They are in pairs or short chains of four (with a clear halo of considerable width around them in fre8h speciiaens). (See slide.) On culture every specimen yields the organisms on bloodagar, but it has been impossible so far to obtain a pure culture, as it only seems to grow when mixed with other organisms. Under cultural conditions they are larger and contain numerous granules or deeply staining ends. They are Gram-negative. The shape is various, some being quite long with tapering ends and they correspond closely with the monilia forms of other authors." (Fig. 1.) This organism has been persistent in every specimen of sputum examined, and in none have tubercle bacilli been found. The findings are therefore comparable with those of a " primary bronchomoniliasis" as described by Castellani.
It should be remembered that the mere presence of fungi in the sputum does not mean primary fungous infection as the organisms are very commonly secondary, but where, in the absence of any other definite cause, the fungi are repeatedly present, then one should suspect a primary fungous infection of the lung. Animal inoculation of the sputum often-but not invariably-produces the lesion.
The lung of a mycotic infection seen post mortem may closely resemble that of pulmonary tuberculosis, and many cases are therefore unsuspected and regarded as tuberculous. Especially is this so in moniliasis, blastomycosis, and actinomycosis and aspergillosis, and it may be only through a mveological examination of the sputum that the true diagnosis is made.
Monilia causes, in fact, a type of chronic broncho-pneumonia. The clinical condition, in contrast to tuberculosis, is characterized by the fact that the patient is not so ill and has milder symptoms. The fungi as secondary invaders probably
